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ABSTRACT 



This thesis describes and evaluates Fleet Surgical Teams (FSTs). It 
examines how Navy Medicine adapted FSTs to changing support requirements 
associated with the Total Health Care Support Readiness Requirement 
(THCSRR) and its deployability posture in Amphibious Readiness Group (ARG) 
contingency taskings. The FSTs are dedicated medical and surgical assets 
assigned to the Fleet Commanders-in-Chief (CINC) to increase efficiencies in 
meeting mission readiness requirements. The FSTs’ medical readiness was 
evaluated against Status of Resources and Training System (SORTS) criteria 
that included personnel, training, equipment, supplies, and fleet support 
operations. The SORTS streamlined resource tracking and reporting to improve 
FST’s capability in delivering continuum of healthcare for the Operating Forces. 
The analysis showed no glaring deficiencies and determined that FSTs 
contribute postively to overall ARG medical readiness by increased efficiencies 
through consolidating and integrating Navy and Marine Corps medical units’ 
support capabilities. The Commander, Amphibious Task Force (CATF) Surgeon 
must continue to monitor both FST and ARG medical readiness, and pay 
particular attention to the ship’s medical department Authorized Minimal Medical 
Allowance List (AMMAL) inventory levels. 
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I. INTRODUCTION 



A. BACKGROUND 

Navy Medicine’s primary mission is to provide health care support for 
Navy and Marine Corps forces during contingency operations. In order to 
accomplish this mission, the medical department must be prepared to 
respond effectively and rapidly to potential Major Theater Wars (MTW) and 
Military Operations Other Than War (MOOTW). Today’s medical 
department faces a number of challenges. Major changes in post-Cold War 
strategy have led to changes in force structure, missions, and casualty rates. 
Lessons learned from past operational missions, Desert Shield/Desert Storm, 
and Department of Defense (DoD) downsizing initiatives have influenced 
medical end strength and readiness policies . 1 

Strategic reengineering efforts have changed the way Navy Medicine 
provides health care in peacetime operations and wartime missions. 
Peacetime medical staffing levels within the Fleet Marine Forces (FMF), 
Casualty Receiving and Treatment Ships (CRTS), and overseas Medical 
Treatment Facilities (MTFs) are maintained below combat operational staffing 
levels because of the difference between peacetime and wartime medical 
workload . 2 The medical personnel augmenting these platforms are capable 
of treating casualties effectively within the special demands for situations 
ranging from fleet peacetime training operations to wartime missions. 

1 Palmero, Michael, Navy Capabilities and Mobilization Plan Annex Q - Health Service Support, 
Thesis, Naval Postgraduate School, Monterey, CA, December 1998. 

2 Bureau of Medicine and Surgery Instruction. 6440. 5A, Medical Augmentation Program, 19 April 
1994. 
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The most critical wartime medical skill requirements are oriented toward 
surgery. Forward Deployed Naval Forces (FDNF) surgical teams provide 
advance emergency and surgical procedures for casualties severely injured in 
combat missions. The Fleet Surgical Teams (FSTs), Mobile Medical 
Augmentation Readiness Teams (M MARTs), and Contingency Response Teams 
(CRTs) carry out missions immediately supporting the Operating Forces. 3 FSTs 
are 16-person medical support teams for the Commander-in-Chief, U. S. Pacific 
Fleet (CINCPACFLT) and Commander-in-Chief, U. S. Atlantic Fleet 
(CINCLANTFLT). The FSTs provide Echelon II medical care and deploy within 
Amphibious Readiness Groups (ARG). MMARTs are BUMED-sponsored and 
augment operating forces with specialty trained medical personnel providing 
immediate casualty care procedures for short term military operations. CRTs 
are medical support teams for Commander-in-Chief, U. S. Naval Europe 
(CINCUSNAVEUR) and provide a rapid interim response to peacetime disasters 
or mass casualty situations. 

B. OBJECTIVE 

This thesis will describe and evaluate FSTs. It will examine FSTs 
readiness posture in ARG contingency tasking. It will review how Navy Medicine 
has adapted FSTs to changing support requirements associated with Total 
Health Care Support Readiness Requirement (THCSRR). It will analyze post 
deployment lessons learned, address commands relationships, policy issues, 
unit, and personnel readiness during work-up cycles and scheduled 

Bureau of Medicine and Surgery Instruction. 6440.6, Mobile Medical Augmentation Readiness 
Team, 11 May 1993. 
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deployments. This thesis will support medical planners and Operational 
Commanders interested in FST’s contribution to ARG medical readiness. 



C. RESEARCH QUESTIONS 

The research questions analyzed and evaluated are: 

1. Primary Research Question 

• What is the historical evolution and current state of FST in Navy 
Medicine and Commanders-in-Chief (CINC) readiness doctrine, 
and how is medical readiness evaluated? 

2. Subsidiary Research Questions 

• What are the responsibilities and chain of command 
for FSTs as they pertain to readiness? What policies or 
guidelines delineate accountability? 

• How many FSTs support the Operating Forces? How are 
specialty-mix and training requirements generated and 
maintained for operational support? 

• What changes in policy and procedures are required to address 
any identifiable discrepancies? 

D. SCOPE 

This thesis will describe Navy Medicine readiness missions and processes 
used to determine peacetime and wartime medical requirements. It will also 
assess FST’s mission readiness, deployability posture, their organizational 
issues, and their contribution to amphibious shipboard medical departments. 

E. METHODOLOGY 

This research reviewed and examined Navy doctrines, 
publications, and directives, General Accounting Office reports, and other 
resources to gain a historical perspective. Telephone interviews and e-mail 



communications were conducted with representatives from Commander, Naval 
Surface Pacific Fleet Medical planner, Commander, Amphibious Group Three 
medical planner, Commander, Amphibious Group Two medical planner, and 
Chief, Bureau of Medicine and Surgery Operations Division (Med-27). 

The FSTs’ medical readiness was evaluated against five Status of Resource 
and Training System (SORTS) criteria. The evaluation focused on Pacific FSTs 
post-deployment lessons learned and limited information from Atlantic FSTs. 

The data were compiled to identify recurring readiness issues that centered on 
deployment policy, command relationships, mission readiness, and medical 
readiness support contribution to shipboard medical departments during work-up 
cycles and deployments. 

F. CHAPTER ORGANIZATION 

This chapter covers Navy Medicine’s primary mission to the Navy and 
Marine Corps forces. It also describes FDNF medical and surgical teams that 
augment various platforms for peacetime and wartime operations. 

Chapter II discusses the post-Cold War affects on Navy Medicine’s 
realignment policies, describes the Navy Medical Department readiness 
missions, and summarizes important concepts in understanding medical wartime 
and peacetime staffing requirements. 

Chapter III provides background information on the FST mission, 
organizational structure, principal personnel functions, chain of command 
responsibilities, and readiness reporting procedures. 
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Chapter IV addresses the research methodology used to gather and 
analyze medical readiness data during work-up cycles and deployments. 
Chapter V contains conclusions. 
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II. NAVY MEDICAL DEPARTMENT READINESS OVERVIEW 



A. BACKGROUND 

Since 1985, DoD medical manpower requirements have been under 
revision. That same year, the final report of the Blue Ribbon Panel (BRP) on 
sizing DoD MTFs recommended placing highest priority on medical planning to 
refine wartime medical requirements and identify the peacetime medical force 
required to support mobilization. 4 The National Defense Authorization Act 
(NDAA), passed in fiscal year (FY) 1986, directed the Secretary of Defense to 
revise the organizational structure of the military health care delivery system. 
The new structure enhanced medical readiness by standardizing methods used 
to determine the number of personnel, force structure, and specialty-mix 
necessary to support goals and objectives delineated in the Defense Planning 
Guidance (DPG). 5 The DPG mandates DoD to maintain a ready force to fight 
and win two simultaneous Major Regional Conflicts (MRC). The DPG also 
serves as the basis for all planning and programming requirements within DoD. 

B. BLUE RIBBON PANEL INITIATIVE 

In May 1988, the Secretary of the Navy established new BRP for Naval 
Medicine, chaired by the Vice-Chief of Naval Operations. For five months, the 
BRP examined health care issues and combat care capabilities in detail to 



4 Jeffs, Steven, The Evolution of Military Health Services System Wartime Manpower 
Requirement Generation: From the Medical Planning Module to the Medical Analysis Tool, 
Thesis, Naval Postgraduate School, Monterey, CA, March 1997. 

5 Palmero, Michael, Navy Capabilities and Mobilization Plan Annex Q- Health Services Support- 
Resource and Endstrength Implications , Thesis, Naval Postgraduate School, Monterey, CA, 
December 1998. 
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improve Naval hospitals and clinics in all aspects of health care delivery. 6 One 
important aspect of the BRP's strategy was to reorganize the Navy Medical 
Department. This reorganization strengthened the Navy’s line involvement and 
management of Navy’s health care support system. 7 This reorganization 
assigned Navy shore-based MTFs to the Fleet CINC and Commander, Naval 
Education and Training (CNET), consolidated Medical Department headquarters, 
reactivated the Bureau of Medicine and Surgery command, and disestablished 
the Naval Medical command and eight Geographical commands (GEOCOM). 8 
Figure 1 displays Navy Medicine’s new organization structure. 




Figure 1. Navy Medical Department Reorganization 
Source: Navy Medicine Journal, 1989. 



The Chief of Naval Operations (CNO) appointed the Navy Surgeon 
General as the Chief, BUMED. BUMED provides medical and dental care to 



6 Department of the Navy, Final Report of the Medical Blue Ribbon Panel, Washington, DC 
November 1988. 

7 Zimble, James, VADM, Results of the Blue Ribbon Panel, Navy Medicine . November-December 
1988. 
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